Dear Editor, We read with great interest the review of Matamis and co-workers about diaphragm evaluation with ultrasounds in critically ill patients [1] . We would like to add some considerations about three relevant issues.
The authors state that during assisted mechanical ventilation (namely pressure support ventilation, PSV), the diaphragmatic excursion measured with ultrasounds is the result of the sum of patient's effort and pressure support given by the ventilator. However, since diaphragmatic excursion is related to tidal volumes [2, 3] , compliance of respiratory system plays an important role in diaphragmatic excursion. In fact, in a patient with low respiratory system compliance, the same pressure support added to the same patient's effort will result in a low tidal volume, causing a minor displacement of the diaphragm. On the other side, a respiratory system with higher compliance will show a higher tidal volume and a larger diaphragmatic excursion. We agree with the authors that the variable that better helps to quantify the impact of patient effort in the generation of tidal volumes is the thickening fraction (TF = thickness at end-inspiration-thickness at end-expiration/thickness at end-expiration) [4] .
Another crucial point is the role of PEEP on the diaphragmatic measurements. The expected effect of PEEP/CPAP both in invasive and non-invasive ventilation is to increase functional residual capacity (FRC), maintaining alveolar recruitment; the corresponding increase in lung volumes lowers diaphragmatic dome [5] . This effect can result in a decreased diaphragmatic excursion, not related to diaphragmatic dysfunction but to a caudal displacement of diaphragmatic dome at the end of expiration.
Finally, diaphragmatic excursion measurements with ultrasonography can vary widely with patient's position. Trans-diaphragmatic pressure is the result of the difference between abdominal and thoracic pressures: diaphragmatic muscular force acts against abdominal pressure, and the magnitude of this force is higher in the supine position than in semirecumbent or in seated position. This effect is stronger in obese patients and in patients with intra-abdominal hypertension [6] . Hence, repeated measures should be taken in the same position to avoid pitfalls in evaluation of diaphragmatic function over time in the same patient.
Diaphragmatic ultrasounds is a very promising tool for respiratory function monitoring in ICU, and protocols that take into account diaphragmatic function may lead to improved outcomes such as reduction of time under mechanical ventilation; we therefore congratulate the authors for the exhaustive description of the technique and its clinical applications.
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